older on one side than on the other, the boot on one side had to be 1 in. higher than the other, and there was marked hypertrophy on the left side of the tongue. He thought the boy would be unable to walk in two years' time.
THE patient was a boy aged 61. When ten months old he had a severe attack of whooping-cough, and after this the mother noticed the feet were " drawn down " and the child developed a squint. He had never been able to walk properly. He walked on the tips of his toes and with a kind of staggering run. He could only stand still with difficulty and by stooping right forward. The gait was markedly spastic. Both Achilles tendons were contracted, and the feet could not be brought to a right angle. The muscles showed no paralysis on electrical test and there was no other deformity. The child was mentally quite intelligent. There was a marked squint. Mr. Mummery proposed to divide the tendo Achillis to enable the boy to get his heels to the ground, and expected a marked improvement in the gait would result from the operation.
DISCUSSION.
Dr. SPRIGGS said the case reminded him of one shown by Professor John Thomson at Edinburgh. The boy had a spastic gait and always walked on the toes. After running a few yards he tended to fall into somebody's arms. Mr. Mummery said that was the case with this boy also in hospital. Professor Thomson seemed to regard his case as one of muscular hypertonia of obscure causation.
Dr. JEWESBURY asked whether it might not be a case of cerebral diplegia? He found the reflexes were exaggerated, and especially the knee-jerks, Babinski's sign well marked on both sides, although ankle clonus could not be obtained. He thought the same type of gait occurred fairly often in cases of cerebral diplegia in children, and the spasticity was typical of that condition.
Dr. HIGGS said that he did not find anything wrong with the upper extremities. He regarded the case as one of spastic paraplegia due to involvement of the pyramidal tracts supplying the lower limbs on both sides. He thought the action of the patient in walking was due to his having, owing to the extreme spasticity, to walk so far forward on his toes, and his consequent inability to balance himself satisfactorily.
Mr. MUMMERY replied that there was no mental defect; the mother said the child was intelligent and the nurse said it was really sharp. But there was a squint, which had dated from the leg condition. Until he brought the patient he had not realized that there was anything the matter with the cord. He proposed to divide the tendo Achillis on both sides and bring the feet into proper position, to enable him to walk on his heels. It had been pointed out by one member that the proper treatment for flat-foot was to tell the patient to walk on the tips of the toes and thus develop the muscles. But this boy had marked flat-foot, though he had been walking on the tips of his toes for four years.
A Case of Acute Inflammation in an Appendix, involuted into the Lumen of the Coecum, which then formed the Apex of an Intussusception; Operation; Recovery.
By IVOR BACK, F.R.C.S. F. L., A GIRL, aged 8, was admitted to St. George's Hospital on September 27, 1909. Fourteen days previously she had pain in the left half of the abdomen, which lasted three days, returned again three days later-this time in the hypogastrium, and then persisted up to the time of admission. The pain was paroxysmal in nature. She vomited twice at the onset and three timrres shortly before admission. The bowels were open daily without purges. She had had no previous illnesses.
On admission at 10 a.m. on September 27 her temperature was 97.50 F., and her pulse 106. The lower abdomen was distended and a hard tender mass could be felt stretching across the epigastrium. No peristalsis was seen then. At 1 p.m. she began to vomit, and continued to do so. I was called at midnight, and then saw the case for the first time. The temperature was then 960 F., pulse 130. Peristalsis of small intestine type visible in centre of abdomen. Rectal exarnination revealed no abnormality. At 12.30 a.m. on September 28 she passed a large normal stool. At 1 a.m. I opened the abdomen by a vertical incision. I found the mass in the epigastrium was an intussusception whose apex was in the descending colon. I reduced this with some
